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REFUGEES AND HEALTH IN 

URBAN AFRICA
Sheru Wanyua Muuo

Introduction

Displacement of people from their homes or countries of origin has been happening for centuries. 
This is often triggered by human-made or natural calamities such as wars, human rights violations, 
environment and climate change, extreme poverty and terrorism among others. Displaced popula-
tions have been broadly categorized as refugees, internally displaced people, asylum-seekers and 
stateless people. According to the United Nations Convention and Protocol Relating to the Status 
of Refugees adopted in 1951, a refugee is someone who has fled their country of origin and is unable 
or unwilling to return to their country of origin due to a well-founded fear of being persecuted for 
reasons of race, religion, nationality, membership of a particular social group, or political opinion 
(UNHCR 2010). Although related, internally displaced people, asylum-seekers and stateless people 
must be distinguished from refugees. While there is no official definition of an internally displaced 
person, the guiding principles on internal displacement set by the Office for the United Nations 
High Commissioner for Refugees (UNHCR) hold internally displaced persons to be

persons or groups of persons who have been forced to flee, or leave, their homes or places 
of habitual residence as a result of armed conflict, internal strife, and habitual violations of 
human rights, as well as natural or man-made disasters involving one or more of these ele-
ments, and have not crossed an internationally recognized state border.

(United Nations 2001)

An asylum seeker is a person who has left their country of origin and formally applied for asylum 
in another country but whose application has not yet been concluded (Refugee Council 2018). 
Stateless people are those who are not considered to possess the legal nationality of any state.

In 2017, out of 68.5 million people forcibly displaced worldwide, 25.4 million were refugees. 
Refugees have been hosted in different parts of the world including countries in Africa, Asia, Europe 
and the Americas, with low and middle income countries hosting 85% of the refugee population 
(UNHCR 2018). At the end of 2016, Africa alone hosted 5.6 million refugees and asylum-seekers,  
almost 13.2 million internally displaced persons (IDPs) and 715,000 stateless people (UNHCR 
2016). During the same period, the sub-Saharan African region hosted more than 26% of the world’s 
refugee population (UNHCR 2017). In 2017, the number of refugees in Africa rose to 6.2 million 
(UNHCR 2018). The increasing refugee crisis in Africa is complicated by the myriad economic, 
cultural, environmental, social and political challenges that the continent is already grappling with.
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In this chapter, an overview of refugee health in the context of Africa is discussed, starting with a 
brief discussion of the refugee settlement patterns in Africa today, and a concise summary of health 
and health system challenges and policy discussions from the literature. Then the chapter consid-
ers the role of NGOs and advocacy groups in addressing health challenges among refugees, sharing 
success stories and winding up with recommendations. The chapter relies primarily on existing 
published peer reviewed literature, as well as grey literature mainly from UNHCR reports and 
press releases. In addition, this chapter is informed by the author’s experiences working in Dadaab 
Refugee Complex, one of the world’s biggest refugee settlements, in Kenya.

Refugee Settlement Patterns in Africa

Most refugees in Africa are hosted in camps and settlements and in some cases are integrated within 
the host communities in urban or rural areas. Africa’s biggest refugee camps have become home 
to thousands of refugees, who have turned to them to seek solace, shelter and some semblance of 
comfort after having been forced to flee their homes as a result of political strife, conflict, persecu-
tion, economic strain or natural disaster. There are many refugee camps in Africa, the biggest being 
Bidi Bidi in Uganda, Dadaab and Kakuma in Kenya, Yida in South Sudan, Katumba, Nyarugusu 
and Mishamo camps in Tanzania, and Pugnido in Ethiopia (Africa Facts 2018). Bidi Bidi is the sec-
ond largest refugee camp in the world, located within the small Ugandan border town of Yumbe 
(Raptim Humanitarian Travel 2018). It is home to approximately 270,000 refugees, most of whom 
have fled the violence and upheaval in South Sudan.

Until 2009, the primary focus of UNHCR was provision of services to refugees in camps. The 
reality of displacement crises today is that at least half of all refugees settle in non-camp areas, includ-
ing cities, villages, informal tented settlements and shanty towns (UNHCR 2015). They do so for 
many reasons. Refugees perceive that urban and other non-camp areas offer better freedom of 
movement, employment opportunities, and better provision of services such as education and health 
care. Refugees who settle in urban and other non-camp areas have better long term outcomes in 
terms of self-sufficiency than refugees in camps (UNHCR 2014). Camp settlement is inherently a 
short term and temporary solution to displacement. Yet many refugee crises in Africa are long term; 
thus their preference to integrate in host communities is not surprising.

Health Challenges Faced by Refugees

Forced displacement typically increases the risks of health problems, particularly for vulnerable 
groups such as children, women, and the elderly. In most cases health problems arise owing to lack 
of basic necessities such as food, shelter and water, as well as reduced access to health care and loss 
of social networks and assets. Refugees arrive with a wide range of problems, presenting a complex 
array of health concerns (Sheikh and MacIntyre 2009). Refugees are often taken to remote places 
where social services are either scarce or lacking. For example, it is known that refugee camps are 
often crowded and have poor housing and sanitation conditions ripe for outbreak of infectious 
diseases (Atim 2013). The common health challenges faced by refugees in Africa are highlighted in 
this section.

Infectious Diseases

Among refugees in Africa, infectious diseases are the leading cause of morbidity and mortality. Mass 
population movements, the destruction of health services, water systems and sanitation, malnutri-
tion, and overcrowding in refugee camps are conducive to the spread of diseases among refugees and 
to host communities. In countries where children are already vulnerable to these diseases, migration 
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dramatically increases death rates, with those under five years at particular risk. Children in refugee 
settings are at risk of infectious diseases owing to lack of vaccination services. Common vaccine 
preventable diseases encountered among refugee populations include measles, polio, meningococ-
cal meningitis, yellow fever, hepatitis A and cholera (Lam et al. 2015). The pattern of infectious 
diseases varies with the geographic origin of refugees and settlement in a host country with a less or 
more functional health system (Müller et al. 2018). The leading causes of morbidity and mortality in 
children younger than five years of age in the UNHCR refugee camps are malaria, pneumonia and 
diarrhoeal disease. In Africa, malaria accounts for 28% of health facility consultations among children 
under five, but diarrhoeal diseases are a leading cause of deaths (Hershey et al. 2011). In Dadaab 
refugee camp in Kenya, more than two-thirds of all deaths were reported to have been associated 
with diarrhoea (25%), pneumonia (24%) or fever (19%). Measles outbreaks also contributed 17% of 
all deaths (Polonsky et al. 2013). Other disease outbreaks reported in camps included: a cholera out-
break with 224 cases and four deaths, which occurred in Kakuma refugee camp in Kenya (Mahamud 
et al. 2011); and a hepatitis E outbreak, which occurred in 2012, with a total of 339 cases reported 
from camps in Kenya and refugee host villages (Ahmed et al. 2013). Rotavirus, a vaccine prevent-
able disease causing severe diarrhoea in young children, was also quite common, with a quarter of 
children testing positive for rotavirus in Dadaab refugee camp (Ope et al. 2014).

Mental Health

Psychological distress, psychosomatic complaints and clinical mental disorders such as depression and 
post-traumatic stress disorder are more frequently encountered by refugees than host populations 
(Hollifield et al. 2002). This is mainly because many refugees go through a myriad of social chal-
lenges as they flee from their countries and experience severe psychological trauma. A study among 
Somali refugees in Melkadida camp in Ethiopia revealed that more than one-third (38.3%) of the 
refugees had depression. The main factors that were associated with depression among the refugees 
were female gender, being divorced, a history of previous displacement as a refugee, witnessing 
the murder of a family member or friend, lack of housing or shelter, and being exposed to a host 
of cumulative traumatic events. Similarly, in an internally displaced persons camp in South Darfur 
in Sudan, nearly one-third of respondents met criteria for major depressive disorder, 5% reported 
suicidal ideation and 2% reported personal suicide attempts over the previous year. Two per cent 
of households had a member who had committed suicide during the past year (Kim at al. 2007). 
Children are equally traumatized in refugee populations, and they often show a range of behaviours 
including poor school performance, behavioural problems, withdrawal from parents and other chil-
dren, lack of confidence and trust, anxiety, depression, post-traumatic stress disorder (PTSD), sleep 
and eating disorders, bed wetting, sleep walking, speech problems and psychosomatic symptoms. 
This is attributable to the close link between a child’s psychological health and that of the parents or 
primary caregiver. Parents who are traumatized and are not coping well have been shown to have 
a diminished ability to support their children physically and emotionally (NSW Refugee Health 
Service 2009). A study in Uganda reported that 32% of the Rwandese and 48.1% of the Somali refu-
gees in Nakivale refugee settlement had PTSD (Onyut et al. 2009). Strengthening the clinical set-up 
and establishment of a good referral linkage with mental health institutions in refugee populations 
are thus a critical consideration for refugee populations (Feyera et al. 2015).

Malnutrition

Malnutrition is a major challenge in refugee populations, especially among vulnerable groups such as 
pregnant and lactating women, children under the age of five years, the sick and the elderly, as they 
have special nutritional needs. Although the World Food Programme (WFP) provides food rations 
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and numerous non-government organizations (NGOs) implement nutrition and health programmes 
(Doocy et al. 2011), food supply is often not sufficient to meet the needs of the populations, resulting 
in both macro- and micronutrient deficiencies. Thus both acute and chronic forms of malnutrition 
are common. A survey among refugees from South Sudan residing in the three camps in Ethiopia 
found the prevalence of global acute malnutrition among children aged 6–59 months to be 30%, 
twice the WHO emergency threshold of 15% (Andresen et al. 2014). A high incidence of micronu-
trient deficiency diseases has been reported in refugee camps, including pellagra (niacin deficiency), 
scurvy (vitamin C deficiency) and anaemia (iron deficiency) (Seal et al. 2005, 2007). Nearly half of 
the children in a refugee camp in Uganda had anaemia (Andresen et al. 2014). Iron deficiency is the 
most common type of anaemia among refugee children and women. In the children, this results from 
iron deficiency in the mother, prolonged exclusive breastfeeding, low iron intake, impaired absorp-
tion due to chronic episodes of diarrhoea, and parasitic infections (NSW Refugee Health Service 
2009). Refugee children commonly experience severe dental caries and gum disease owing to sub-
standard dental care and hygiene, and poor nutrition. Besides provision of food rations, advice about 
healthy eating, the advantages of breastfeeding over bottle feeding, and oral hygiene is important 
(NSW Refugee Health Service 2009). Malnutrition can contribute to more than half of child deaths 
in refugee camp settings (Toole and Waldman 1988). Addressing malnutrition among vulnerable 
groups within the refugee population would thus reduce mortality to a great extent.

Experiences of Violence

Incidents involving death and serious injury take place on a daily basis among refugees (Crisp 
1999). Violence towards refugee women is too frequently tolerated, rarely investigated and seldom 
punished. Survivors of violence or abuse rarely have a viable legal institution to turn to for justice 
(Ward and Marsh 2006). International actors are paying scant attention to sexual- and gender-
based violence (SGBV) in refugee settings. Urban refugee women and girls and those in refugee 
camps often grapple with SGBV. Research by the International Rescue Committee (IRC) indicates  
that one in five refugee and displaced women experience sexual violence, and most of them have 
no one to turn to for protection (IRC 2016). Among female urban refugees in Kampala, Uganda, 
76.2% reported physical violence, and 63.3% reported sexual violence (Morof et al. 2014). In most 
refugee settlements, there is inadequate policing or the police lack the capacity for handling cases, 
since they lack examination rooms and kits to collect evidence from survivors. Moreover, in cases 
where evidence is collected, stations lack storage space, and in most cases evidence goes missing or 
is tampered with, becoming inadmissible in court. Court processes are lengthy. Female refugees are 
particularly vulnerable when they are separated from their husbands. Most adolescent girls end up in 
transactional sex work, early marriages, and trading sex for favours. Others may have temporary jobs, 
such as washing clothes, performing domestic chores, working in shops and construction sites, and 
selling produce and other wares in the market, which earn them meagre wages while still exposing 
them to frequent abuse (Pavanello 2010).

Reproductive Health Problems

Not only are refugee women vulnerable to abuse, but they are also vulnerable to hazardous working 
conditions and poor access to reproductive health care services. Complications during pregnancy 
and childbirth frequently occur among refugee women. In Sudan, internally displaced women have 
high pregnancy rates, low access to family planning and prenatal services, and high rates of unsu-
pervised deliveries or deliveries assisted by non-professional attendants (Kim et al. 2007). Women 
also express limitations of sexual and reproductive rights—including rights to consensual marriage 
and sexual intercourse and decisions on the spacing and timing of children—which may negatively 
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affect their health. Since most women are heads of households, poor reproductive health and limited 
women’s rights have a direct impact on the health of refugees (Kim et al. 2007). As a result, poor 
pregnancy outcomes are a common finding in refugee settings. The foetal death rate was 45.6 per 
1,000 births, the neonatal mortality rate was 29.3 per 1,000 live births, and 22.4% of all live births 
were low birth weight (Jamieson et al. 2000). Pregnant sub-Saharan women present as an at-risk 
population related to poor prior health, co-existing disease, and cultural practices such as female 
genital mutilation. Nonetheless, principal pregnancy complications for this population include anae-
mia and high parity, rather than exotic disease. Higher rates of infant mortality and morbidity appear 
to persist following resettlement, and are not explained by maternal risk factors alone. Limited access 
to care is of concern (Carolan 2010).

Health System Challenges

Implementation of health care services specifically targeting refugees is not without its share of 
challenges. A study that was conducted to understand the health challenges facing refugees in 11 
Southern African countries identified several issues. There were dominant challenges of availability 
and affordability of essential medicines as well as the acceptance of the refugees by the health care 
workers and the host communities. Some barriers specific to each country that were identified 
included but were not limited to language and cultural barriers, discrimination, policy and its imple-
mentation, health care workers’ xenophobia, and refugee documentation (Zihindula et al. 2015). 
Diagnosis of diseases is more challenging for health care providers owing to language and social 
barriers, and the conflicts between the biomedical disease model and the health beliefs of refugees 
(Sheikh and MacIntyre 2009).

Strain on the Health System of Host Countries

Refugee inflows stretch domestic medical resources and divert health resources away from host 
communities (Atim 2013). A two-pronged health systems response to an influx of refugees has been 
applied: a parallel or an integrated health system. Parallel health services are new services developed 
and implemented by UN agencies and other NGOs specifically designed for refugees separate from 
services provided to local citizens by their own government. These may be short or long term, 
but they are different from national or local public services already in place. Refugee camps, for 
example, use a pure parallel-service model. Integrated services, by contrast, are those that the host 
country provides to refugees along with services to its citizens, sometimes with technical, financial 
or implementation support from donors, UN agencies, or NGOs (e.g., allowing refugees access to 
public schools and hospitals). Historically, humanitarian aid often relies on parallel-service provision 
because refugees often settle in remote places where government services are either non-existent or 
hard to access (Culbertson et al. 2016). Going forward, the international community is reassessing 
approaches to refugee assistance in humanitarian emergencies. This reassessment has two important 
components. The first is recognition that the parallel delivery of services assumes that most refugees 
live in camps, yet many refugees integrate into host communities; thus there is a need to create 
mechanisms and procedures that enable host countries to respond to the needs of refugees living 
among the urban and rural populations. Second, because refugees are interspersed with local com-
munities and local authorities are critical components of any response, emergency humanitarian 
responses for refugees must be linked to host country development plans (Culbertson et al. 2016). 
It is increasingly becoming apparent that many services rendered to refugees require the support of 
line ministries, municipal authorities, the private sector, police, civil society actors and community 
groups in the host countries. Refugees attend local public schools, seek medical care in public clinics 
and hospitals, rent housing from the housing market, make use of water and sanitation systems, and 
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find jobs with local businesses which are under the management of host countries. This means that 
more actors need to work together rather than working in silos. Recent UNHCR assessments have 
echoed this need, especially the coordination of actors and their wider engagement in urban areas 
(Culbertson et al. 2016).

Uganda has successfully integrated refugee and host health services. The integrated health system 
is managed by the district local health service (DLHS) with financial and logistical support from both 
central government and the UNHCR. In general, the integrated system has contributed to improved 
geographic and temporal accessibility of health services, particularly for the rural host population. 
A further benefit was an enhancement in the harmonious relationship between refugee and host 
populations in the refugee-affected areas. However, the integration of health services presented chal-
lenges to the DLHS in the areas of sustainability and delivery of quality health services. Sustainability 
of operations in the integrated refugee health facilities was problematic because of limited human, 
financial, logistical and material resources. However, the continuous support of UNHCR and other 
donors is making inroads in strengthening the capacity of the integrated DLHS to provide effective, 
sustainable and quality health services (Orach and Brouwere 2005).

Local integration is a complex and gradual process by which refugees legally, economically, 
socially and culturally integrate as fully included members of the host society. As a legal process, 
refugees are granted a range of entitlements and rights that are broadly commensurate with those 
enjoyed by citizens. Over time the process should lead to permanent residence rights and, in some 
cases, the acquisition of citizenship in the country of asylum. Local integration requires efforts by 
all parties concerned. This includes preparedness on the part of refugees to adapt to the host society 
without having to forgo their own cultural identity. This also includes a corresponding readiness on 
the part of host communities and public institutions to welcome refugees and to meet the needs of a 
diverse population. Measuring the various dimensions of local integration from a statistical perspec-
tive remains a challenge, however, because of limited statistics on the naturalization of refugees in 
host countries (UNHCR 2014). In recent years, UNHCR has advocated that states either collect 
statistics on naturalized refugees separately or improve their national statistical systems to enable 
UNHCR and others to report on such data. These advocacy efforts have yielded positive results, 
with 31 countries reporting such statistics in 2013—the highest figure since UNHCR started collect-
ing this data in 1997. These 31 included Canada, where the government shared statistics on natural-
ized refugees for the first time in 2013 (UNHCR 2014).

Success Stories

One could argue that the presence of refugees could lead to improved health status in the local 
hosting community, as suggested by a study in Cameroon. The local host population invariably had 
access to improved health care services resulting from assistance programmes. The findings dem-
onstrated that none of the evaluated maternal child health service indicators deteriorated with the 
presence of refugees—in fact, two of them improved: delivery in health facilities and completing 
the third dose of the diphtheria, pertussis and tetanus (DPT3) vaccine. It was also implicit that the 
presence of refugees in these areas could contribute to social and economic transformation. Increased 
cash and better health services would mean better health indicators (Tatah et al. 2016).

A study of refugee maternal mortality from 2008 to 2010 in ten countries (eight from sub-Saharan 
Africa) showed that mortality ratios were lower among refugees than among the host population. 
However, when mortality occurred, 78% of the time it followed delivery or abortion, and 56% of 
those deaths occurred within 24 hours. Delays in seeking and receiving care were more prevalent 
than delays in reaching care. In Kenya, delays in seeking or accepting care and provider failure to 
recognize the severity of the woman’s condition were the most common avoidable contributing 
factors (Hynes et al. 2012).
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While refugees often require help and support they can also benefit their adopted cities. Many 
urban refugees bring skills and experience and can make a positive economic contribution to the 
city. Somali refugees in Nairobi for example have created a thriving local economy around Eastleigh, 
a neighbourhood on the east side of the city (IRC 2012).

Role of NGOs and Advocacy Groups

NGOs including advocacy groups have played a critical role in improving the health and well-
being of refugees, especially when host government resources are not adequate. UNHCR Ethiopia 
works with its partners the Administration for Refugee and Returnee Affairs (ARRA), the 
Development and Inter-Church Aid Commission (DICAC) and the International Organization 
for Migration (IOM) for refugee status determination to ensure that all refugees are able to fulfil 
their rights in accessing primary health care and essential life-saving secondary and tertiary health 
services through the national health system. UNHCR and ARRA liaise with authorities to con-
tinue making health services available at similar or less cost to that of nationals or subsidized where 
necessary. In turn, UNHCR supports and facilitates integration into and the strengthening of the 
public health system. This may include direct funding or indirect support via partners. UNHCR, 
ARRA, the Ministry of Health and partners assess, monitor and evaluate the health, nutritional, 
educational and economic status of refugees, ensuring needs are met in line with accepted stand-
ards and that quality services are available and accessible. Since the existing government health 
institutions in the country demand service charges, the health partner DICAC has made contrac-
tual agreements with many government and private hospitals and clinics. These activities neces-
sitate close collaboration with the government of Ethiopia in budgeting, developing treatment 
guidelines, support to the national institutions in terms of training and equipment, and referral 
mechanisms (Morand and Leo 2015).

While UNHCR’s primary purpose is to safeguard the rights and well-being of refugees, the 
organization’s ultimate goal is to help find durable solutions that will allow these individuals to 
rebuild their lives in dignity. UNHCR is mandated to provide international protection and seek 
‘permanent solutions to the problem of refugees’. In exercising its mandate for durable solutions, 
UNHCR facilitates the voluntary repatriation of refugees, their assimilation within new national 
communities, or their resettlement to third countries (UNHCR 2014). As it works towards this, 
there is a need to pay the utmost attention to the health and well-being of the refugees.

In 2014, the Nairobi Office initiated enrolment of vulnerable refugees to access the National 
Health Insurance Fund (NHIF). The fund significantly allows refugees to access national health 
services and have part of their medical fees covered by the fund. The first refugees enrolled in the 
NHIF were Albert Einstein German Academic Refugee Initiative (DAFI) scholars in Kenya, since 
medical insurance was a prerequisite of university attendance. By using the NHIF for its 200 cur-
rent students, the DAFI programme in Kenya saved US$19,000 and was able to support 37 more 
students for university education. Although this initiative has significantly reduced the health burden 
for UNHCR and made it possible for refugees to access health facilities, it should be noted that 
UNHCR continues to underwrite the US$12 subscriptions. Nevertheless, the enrolment proves that 
national services that are presumed only to be available to the country’s citizens can be accessed by 
refugees (Morand and Leo 2015).

Training of health workers to improve refugee health services is important. A mixed methods 
study to assess change in the knowledge of community- and facility-based health workers in two 
internally displaced person camps in South Sudan showed that knowledge and attitudes toward 
key essential practices, such as the use of a partograph to assess labour progress, early initiation of 
breastfeeding, skin-to-skin care and weighing the baby, improved among skilled birth attendants. 
Despite challenges in conflict-affected settings, conducting training has the potential to increase 
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health workers’ knowledge in neonatal health post-training. The humanitarian community should 
reinforce this knowledge with key actions to shift cultural norms that expand the care provided to 
women and their newborns in these contexts.

Conclusions and Recommendations

Several international conventions and protocols establish the duties of states in terms of treatment 
of refugees. These include: the Convention Relating to the Status of Stateless Persons; the Geneva 
Conventions; the Statute of the Office of the United Nations High Commissioner for Refugees; 
and the Universal Declaration of Human Rights, article 14. These documents establish international 
standards for governments and private organizations. These standards, however, are rarely enforced 
(Persky and Zukhurova 2000), resulting in many challenges for refugee populations. There is a need 
to renew commitment to these standards in many countries.

Health of refugees can be significantly improved in various ways. Some of these ways have been 
suggested as follows. Humanitarian aid organizations need to monitor the refugee health service 
providers closely to monitor health conditions as well as ensure the quality of health services provi-
sion. One way of doing this could be by conducting evaluation research in these health services. 
An example of this is a study that was carried out by the African Population and Health Research 
Center (APHRC) and the London School of Hygiene and Tropical Medicine (LSHTM) to evaluate 
a model of care for survivors of gender-based violence within the Dadaab refugee camp in Kenya. 
Another way could be by establishing electronic health information systems for refugees. UNHCR 
has led by example (Haskew et al. 2010).

Communication and community engagement are a key element of successful vaccine deliv-
ery, but are of critical value in vaccine delivery in conflict and humanitarian-emergency settings. 
Advocacy with local traditional and religious leaders, information sharing with communities, train-
ing of local residents as vaccinators, and building community mobilization networks with support 
from community ‘gatekeepers’ may help shed light on the felt needs of the communities and build 
trust between the community and the programme. Finding solutions to some of these needs, includ-
ing working with other development partner agencies, may be key to gaining trust, interest, and 
access to the community. In Northern Nigeria, the Volunteer Community Mobilizer programme, 
a focused initiative that recruited and trained local community women as social mobilizers and vac-
cination workers, is considered to have bolstered participation in house-to-house polio and other 
routine immunization programmes, especially in security-compromised and hard-to-reach commu-
nities (Nnadi et al. 2017).

While effective delivery of immunization services to populations in these settings may be fraught 
with varied levels of risk, experience in several geographical settings indicates that, with a good 
understanding of the nuances of the conflict and a great deal of operational flexibility, reaching 
and immunizing eligible populations in these settings may continue to be operationally viable. Key 
strategies that have been used in the polio eradication programme include security assessments, 
negotiations with key actors, use of geographic information systems technology, close community 
engagement and coordination with other humanitarian relief activities, and flexibility around vaccine 
scheduling and dosing options (Nnadi et al. 2017).

Insecurity compromises access to basic health care services and often means that multiple birth 
cohorts may have missed age-appropriate vaccines. Prioritizing flexibility around age and other 
eligibility criteria for receiving the vaccines is a key strategy for preventing outbreaks among popula-
tions living in conflict and humanitarian-emergency settings. These decisions are usually informed 
by epidemiological characterization of potential disease outbreaks and by the immunity profile of the 
population (Nnadi et al. 2017).
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Close collaboration with the refugee associations is equally important so as to listen carefully to 
their concerns regarding the services, introduce the referral procedures and build their trust in the 
government system, including for the prescription of generic drugs; reportedly they all look like 
Panadol (Morand and Leo 2015).

Established camps will often have a clinic or other facility in which routine immunization services 
can be delivered. New or arriving refugees are screened for vaccination status, and catch-up vaccina-
tion may be provided. Religious institutions, including mosques, temples, churches and other places 
of worship, and traditional or cultural gatherings have served as useful access points to populations 
cut off from sites for vaccine delivery in conflict settings (Nnadi et al. 2017).

The Sustainable Development Goals (SDGs) encourage states not to ‘leave behind’ populations 
who have been forcibly displaced by war and other extreme hardships in development work. Such 
forced migrants include people who are internally displaced to areas within their own country where 
different languages, ethnic groups and customs may predominate, as well as refugees who have left 
their country and are seeking protection from another (Palmer et al. 2017).

Another area of concern is the focus of assistance, whether the assistance is targeted only at the 
refugees or at host communities as well. According to interviewees, these differences are evident in 
the competing approaches of UNHCR, the governments and others. UNHCR’s approach, in line 
with its mandate, has been to direct its resources in support of refugees. Others have argued that 
supporting host communities to expand their provision of education, health or sanitation is a more 
sustainable and effective way to assist refugees; it also alleviates some of the political problems that 
might otherwise accompany refugee assistance (Culbertson et al. 2016). Finally, it is necessary to 
invest in research to fill the gap in understanding of the problems facing refugees to more effectively 
inform interventions (IRC 2012).
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